Bangladesh has attained notable progress in most of the health indicators, but still, health system of the country is suffering badly from poor funding. Issues like burden of out-of-pocket expenditure, low per capita share in health, inadequate service facilities, and financial barriers in reducing malnutrition are being overlooked due to inadequacy and inappropriate utilization of allocated funds. We aimed to review the current status of health care spending in Bangladesh in response to national health policy (NHP) and determine the future challenges towards achieving universal health coverage (UHC). National health policy suggested a substantial increase in budgetary allocation for health care, although government health care expenditures in proportion to total public spending plummeted down from 6.2% to 4.04% in the past 8 years. Overall, 67% of the health care cost is being paid by people, whereas global standard is below 32%. Only one hospital bed is allocated per 1667 people, and 34% of total posts in health sector are vacant due to scarcity of funds. The country is experiencing demographic dividend with a concurrent rise of aged people, but there seems no financial protection schemes for the aged and working age populations. Such situation results in multiple obstacles in achieving financial risk protection as well as UHC. Policy makers
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| INTRODUCTION
Bangladesh, being at the fifth decade of its inception, has attained notable progress in most of the health indicators. 1 The country has set an example in achieving health-related Millennium Development Goals (MDGs), especially in reducing maternal and child mortality. 2 According to the recent reports, the health care access quality index of Bangladesh has mounted from below 42.9 to 52 in a period extends from 1990 to 2015, which is much better compared with neighboring countries. 3 Despite all these achievements, the health system of the country is suffering badly from poor funding and inadequacy of man power, infrastructure, and logistics. 4 Bangladesh adopted its first national health policy (NHP) after 29 years of its independence and that was further revised 5 in 2011. National health policy addressed most of the issues pertaining to country's health care delivery system including health care financing and expenditure. 6 Newly drafted NHP suggested a substantial increase in budgetary allocation for health care services and delivery systems. 5 In response to NHP, government undertook health care financing strategy 2012 to 2032 with the aim of allocating more funds in health and reducing out-of-pocket (OOP) payments to 32% by 2032. But unfortunately, the existing scenario depicts the opposite. For the past several years, budgetary allocation for health sector is being depleted in a scary manner, intimidating the forward movement towards attaining universal health coverage (UHC). 7 The aim of this review is to highlight the current status of the health care spending in Bangladesh in response to NHP, identify whether health care financing are in accordance with NHP, and determine the future challenges towards achieving UHC.
| POLICY RESPONSES TOWARDS HEALTH CARE FINANCING IN BANGLADESH
Financing in health is a matter of dissatisfaction among people both in developed and low-income countries. In countries like Bangladesh, health care cost is substantial because of both official and unofficial fees such as cash payment for access to service, availability of hospital beds, and medicines in health care facilities. 8, 9 Additionally, mismanagement, corruption, absence of adequate amenities, and long distance to health care settings amplify the expenses and disappointment among people. However, the right to receive treatment is safeguarded in the constitution of Bangladesh. According to the provision, government is primarily responsible for providing basic medical care to its citizen. In addition, state is essentially liable for improving the nutritional status and further amelioration of public health facilities throughout the country. 10 In order to reflect the ideals of constitution, a national policy for health care was first adopted in year 2000. Soon after 11 years, the NHP was further updated to address contemporary issues and harmonize it with global goals like sustainable development goals (SDGs) and UHC.
Issues like solidarity in financing, equity of access, and provision of quality medical care are well addressed in the NHP. The policy emphasized on allocating a significant percentage of total expenditures in health sector by the government. Unfortunately, the yearly allocation for health care is gradually dropping down, denying the suggestions drafted in the NHP. Figure 1 shows the health care allocation in percentage of total budgetary expenditure in the last nine fiscal years in Bangladesh.
The diagram clearly indicates that the government health care expenditure in proportion to the total public spending remains static in between 4% to 5% in the past several years. Moreover, it is quite frequent to have sharp curtailment of allocation in revised budget than that of proposed one almost in every year. Government proposed 5.2% of total budget for health care and medical education in FY 2017 to 2018, which is only one third of the World Health Organization (WHO) recommendation of 15% for countries like Bangladesh. Moreover, NHP underscored the increment of health care spending as share of gross domestic product (GDP) in Bangladesh. But in previous few years, the trend follows a downward stream (Figure 2 ). At present, the country spends only 2.8% of its total GDP in health sector, whereas neighboring countries like Bhutan, India, and Nepal spend 3.6%, 4.7%, and 5.8%, respectively. 11 Most surprisingly, the maximum portion of health care expenditure as a share of GDP is private, which means being paid by the individual from his own pocket.
| Burden of OOP expenditure and low per capita share in health
In Bangladesh, two third of the health care cost is being paid by the people personally. According to Bangladesh National Health Accounts, OOP payment in Bangladesh is 67%, whereas the global standard 12 is less than 32%.
Almost two third (61%) of the OOP is costs for buying drugs and medicine. 13 Because government spends only 23%, the health care need magnifies the poverty and leads to financial catastrophe in Bangladesh. 14, 15 Studies reported that nearly 15.8% of the households face financial catastrophe in Bangladesh, leading them to hardship, asset depletion, and inadequate consumption of essential services. 15, 16 In order to trim down the OOP health care expenditure and increase public spending in health sector, NHP recommended enhancing budgetary allocation in each year. Unfortunately, the strategy and commitments remain covered under veil during distribution of budgetary share in the last five fiscal years after the adoption of new NHP.
However, low per capita share in health might be a potential factor for high OOP payment in the country. Per capita health care spending is a solid indicator of financial sustainability of entire health system in any country. World Health Organization has definite recommendation regarding per capita health care expenditure for Bangladesh.
During the drafting of NHP, the recommended amount was 34 USD for Bangladesh and now further rose to 54 USD. 4 But as of today, the per capita expenditure of the country is only 31 USD, which is lowest compared with FIGURE 1 Health care allocation in percentage of total budgetary expenditure in Bangladesh the neighboring countries. 17 Sri Lanka being lead in the race spends 4 times higher to meet the health expenses of an individual than that of Bangladesh. Bhutan is the second lead with 89 USD, followed by India, Afghanistan, Nepal, and even Pakistan over Bangladesh. 11, 17 During 2011, government's contribution to per capita health care spending was 5 USD, which was mentioned in NHP. The NHP suggested that Bangladesh should at least raise it to 24 USD. Astonishingly, the amount only increased to 7 USD over a period of last the 6 years, indicating poor response towards the suggestions of NHP. 5 
| Financial barriers in reducing malnutrition
Malnutrition appears to be a severe threat to people, as the prevalence is very high in Bangladesh. According to Bangladesh Demographic and Health Survey (BDHS) 2014, 36% of the under 5-year-old children are stunted, 33% are underweight, and 14% are wasted in Bangladesh. 18 Malnutrition impairs physical and cognitive development of children and decelerates overall productivity. 19 Moreover, undernourishment of pregnant mothers leads to adverse pregnancy outcomes and lower birth weights of baby. 20 National health policy stated that the prevalence of low birth weight (LBW) baby due to malnourished mother is 43% in Bangladesh. For reduction of maternal and child mortality and improving quality of life, assurance of adequate nutrition is the basic precondition. National health policy marked the issue but not reflected as of importance in the budgetary allocation of past years. Hence, both the mother and younger children are still at risk of increased susceptibility to disease burden and death due to malnutrition in Bangladesh.
Standing on the brink of epidemiological transition, Bangladesh is also exposed to the risk of double burden of malnutrition. 21 Maternal and child double burden that means overweight mother and chronic malnourished children within same household are on a rise in the country. 22 Unfortunately, the issue was not highlighted in NHP. However, globally, it is accepted that adequate financial support and integrated policy response are essential to address the issue. 23 Simultaneously, there must have robust health financing systems to reduce the financial barriers as well as economic hardship. 24 
| Obstacles regarding service facilities
The shortage of skilled health workforce is imminent throughout the country. 25 Despite having more than a hundred of medical colleges and fifty nursing institutes, the number of physicians and nurses are still insufficient to fulfill the 27 Additionally, the numbers of physician posted in peripheral health care settings are extremely inadequate. 28 Government report claims that 34% of the total posts in health sector are vacant. 29 In contrast, patient load is massive at each and every public health care facility. On an average, 200 patients report to the outpatient department (OPD) of an Upazila Health Complex daily in Bangladesh. The number is threefold high in district-level hospitals and almost 2000 in medical college and other tertiary-level hospitals in a single day. 30 According to the data of World Bank, one hospital bed is allocated per 1667 people in Bangladesh. 31 Hence, bed occupancy ratio is 100% at every hospital irrespective of geographical location and service facilities. The NHP 2011 talks about taking adequate actions to meet up the scarcity of health care service providers as well as hospital beds, thus necessitates a significant rise in the budgetary allocation for entire health system.
Moreover, inadequate financial support will impede the execution of other commitments stated in NHP such as primary health care services for all; universal emergency health care facilities; achieve replacement level of fertility; combat rising burden of NCDs; innovate effective methods against emerging threats of climate change;
health insurance for government employees; and free-of-cost medical service for ultrapoor, deprived, and disable populations. 5 It is clearly pointed out in NHP that quality of health services needs to be improved and measures to be taken for reducing the communication gap between doctors and patients. In order to achieving these, innovative financial initiatives need to be instigated for the physicians. Especially, introduction of nonpracticing allowance for postgraduate residents, emergency medical officers, and teachers of nonclinical subjects are of burning need.
| CHALLENGES TOWARDS ACHIEVING UHC
Bangladesh is committed to ensure healthy lives and promote well-being of all individuals 32 as declared in SDG 3.
Achieving UHC is a global agenda to attain the health outcomes of SDG and sustain it for further progress. Hence, UHC is included in SDG as a target goal in terms of financial risk protection; quality essential health care services;
and access to safe, effective, and affordable essential medicines for all. 33 Universal health coverage refers to high quality comprehensive health care services at an affordable cost. 34 However, small budgetary share from government and high OOP payment are evident barrier towards the financial goals of UHC. 35 The challenges towards achieving UHC are listed in Table 1 .
In Bangladesh, funds allotted in health care are being gridlocked in a complex interplay between inadequacy of allocation, inequity of distribution, and inefficiency of utilization. 36 Such multifaceted malfunction is the major impediment towards further progress of health sector in the country. According to the reports published by the World Bank, 10% of the installed equipment at public hospitals remains unused, and another 20% stays even uninstalled. 37 Poor infrastructures, absence of electricity, inadequate transport facilities, and scarcity of safe drinking water are commonly prevalent in almost each of peripheral health care facilities. These are the key predictors for being absent of physicians at rural settings. 38 Surprisingly, no budget is available to recover the situation, while nearly half of the allocated budget remains unspent by the government every year.
Inequity in public health care expenditures directs privatization of health care services. 39 Private medical care is mostly inefficient and responsible for the rise of treatment cost in low-and middle-income countries. Because private health service is inequitable and expensive, millions of poor people are being pushed to financial catastrophe in each year. 4 Studies have documented 3.5% rise of poverty headcount in Bangladesh due to OOP health care payment. 40 But reducing catastrophic health expenditure is a fair indicator of financial risk protection in order to achieve UHC. 41 Therefore, elimination of financial barriers towards access to health care and limit of the financial catastrophe and impoverishment due to excessive OOP health payments are the prime issues in coming decades for Bangladesh in order to achieve UHC.
| Demographic transition, aging, and UHC
Latest evidence suggests that Bangladesh is going through the demographic transition since 1980 and crossing the midway of demographic dividend period. 42 Total fertility rate of Bangladesh has been drastically plummeted down after independence, indicating successful implementation of family-planning program. The rate was 6.95
during the liberation war 43 in 1971 and reduced to 2.13 in 2015. At the same time, life expectancy at birth augmented to 72.22 years from 47.14 years over a period of four and half decades. 44 Low fertility rate along with increased life expectancy directs the country towards a bulge of younger population. Reports published by UNDP 45 stated that this rise will reach the peak by 2030. Bangladesh is experiencing a sharp rise of working age population in the last 10 years with a concurrent descend of age dependency ratio ( Figure 3 ). Such influx of working age population might play a vital role in substantial improvement of country's economy if utilized
properly. Hence, to ensure the health care and well-being of this large number of economically active population would be an another challenge towards achieving UHC. Most importantly, majority of the working people are doing job in garments. A significant number is working abroad and sending remittances back in the country.
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Because they are contributing to the country's economy, there must have appropriate health care service delivery systems to respond to the health care needs of them. Figure 3 also depicts that the number of senior citizen aged 65 years and above is rising as well. Although the rate of increasing the number of older people is pretty low, but still attention to be given upon geriatric health. The median age of Bangladeshi people is around 26 years now, 46 which is predicted to be 40 by 2050. That means a large proportion of total population will be at risk of having geriatric problems as well as noncommunicable diseases within the next couple of decades. Noncommunicable diseases are responsible for 87% of disease burden in older age people aged 60 years and above. 47 Aging of the population also gives rise to additional costs by increasing demand of health care facilities, health workforce, and critical care services. 48 Addressing all these issues in coordinated manner is crucial to move forward towards UHC and hence warrants more funds to be allocated in health sector. Additionally, investing in health for older people will make them more engaged in moneymaking activities. 49 Therefore, strong financial protection mechanisms are needed to be developed for senior citizens in coming decades.
| DISCUSSION AND RECOMMENDATIONS
The present article illustrates the health-financing scenario of Bangladesh in response to health policy and denotes the challenges that may hinder the forward movement towards achieving the targets of UHC. The country, sought to reduce the OOP payments, is in dearth of appropriate approaches for financial risk protection of its citizens. In addition, the health system of the country suffers badly from lack of local level planning and misuse of existing resources. 50 Hence, development of a strong health care financing system is warranted, which will further ensure the proper utilization of allocated fund. We recommend the involvement of Public Health and Management Expertise at the District and Upazila Levels. Currently, civil surgeons and Upazilla health and family planning officers are in charge of local-level management of health care expenditure. Although they are expert in managing patients and providing health care services, lack of expertise pertaining to management results in inappropriate utilization of resources.
50 Table 2 highlights our recommendations regarding financial protection schemes in order to achieve UHC in Bangladesh. In addition to the above-mentioned recommendations, the provision of free preventive and curative services should be expanded in the country. In countries like Bangladesh where OOP expenditure is high and most of the people earn less than $2000 per year, the basic health care services supposed to be free for attaining economic dividend. The countries like Malaysia, Thailand, and some other from the Southeast Asian region introduced public health insurance schemes for financial risk protection. Evidence suggests that the mechanism fitted well and contributes in reducing OOP spending by households. 35 Therefore, we recommend for initiating public health insurance schemes in Bangladesh that may harness the financial protection as well as UHC. We also advocate for introducing health equity fund for government employees, teachers, garment workers, and migrant earners, as they contribute greatly to the country's economy. However, the existing circumstances seem too complex, but still, there are windows of opportunities to move forward towards UHC in the country. The situation is still unfavorable in terms of budgetary allocation for medical sector in Bangladesh. National health policy briefly underlined all the issues essential for improvement of health and well-being as well as health care delivery system in Bangladesh. To implement the strategies of NHP, it is a must to enhance the budgetary allocation in health sector and also to ensure proper utilization of allotted share. Long-term sustainable investment and management of existing resources are also needed to be focused on. Consequently, policy makers must think effectively to develop and adapt national health financing systems for providing financial risk protection in order to achieve universal coverage and ensure health for all.
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